( (a) Three cases of diplopia (in two of these cases a radical frontal operation was also perforned). * (b)' Epiphora-in the early series where the naso-lacrimal duct was not preserved, eepiphora was permanent, varyiug in severity from case to case. In the cases where the naso3-acrimal duct was preserve'd there was transient epiphora which always cleared up.
(c) There were no other complications; the average stay in hospital for cases operated on under regi-onal anaesthesia was seven days; under general anaesthesia eleven days.
(d) Three cases-polypi recurred and further operative treatment was performed, and it was found that the polypi were growing in two cases from the cells lying anterior to the naso-lacrimal duct.
(3) In those cases in which smell was absent it returned in all but one. Anaesthesia for Surgery of Nasal Sinuses By H. W. LOFTUs DALE WE now onlv employ general anaesthesia in those cases which are temperamentally unsuited for regional methods such as children, adolescents and those with an unstable nervous system. The patients who require this operation are usually those most suitable for regional anaesthetics, the majoritv of them being between the third and sixth decade, many of whom have already undergone several intra-nasal operations under surface anaesthesia with cocaine, and have been agreeably surprised.
Since the discomforts incidental to the operation are not negligible, the length of time on the table, the face being covered with towels, the use of the hammer and chisel, nibbling forceps, &c., something more than complete abolition of pain sense is required, hence the important part played by premedication to which regional anaesthesia owes its increasing popularity.
Scopolamine in full doses tends to produce mental disorientation, particularly in older patients, and intense discomfort due to the drying up of secretions. The opiates produce a pleasant lethargy, a reasonable degree of -general analgesia and amnesia giving a drowsy but co-operative patient, with sufficiently active reflexes to protect himself against the aspiration of foreign matter.
This state is best attained bv the intravenous route, the action -is rapid in onset, more intense, and of shorter duration, the maximum depressant effect on respiration and metabolism being reached in fifteen minutes, and analgesia in a matter of seconds, sideeffects, such as vomiting, are much less frequent. This method is perfectly safe providing a few simple rules are observed. Intravenous omnopon technique.-(l) If morphia or omnopor. is given by the hypodermic route in the ward, at least one hour must have elapsed before giving an intravenous dose in order that the maximum depressant effect on respiration will have been reached. (2) The injection must be slow in order to see if any idiosyncrasy exists, and to avoid unpleasant subjective sensations, viz. feeling queer or dizzy, tinnitus, palpitation or dyspnoea.
(3) Pauses should be made in order that the effect of the previous instalment is apparent before giving the next, in other words to give the signs time to develop. (4) The patient's respiration, colour and pupil should be watched; the minimum analgesic dose produces contraction. Speak to him and when his responses become slow and he shows signs of drowsiness, stop. It is better to give some more later if he becomes too alert than to produce undue depression with the initial dose. Nembutal 1% grains three hours and 1/3 grain of omnopon with 1/150 grain of scopolamine one and a half hours before operation is given to the average patient; scopolamine is not given to those over 60.
The patient's response gives a fair idea of the intravenous dose likely to be required, which varies from 0 to 1 grain. I use omnopon in 1 c.c. ampoules containing 1/3 grain adding 2 c.c. of sterile distilled water for each ampoule used so that each 3 c.c. = 1/3 of a grain, this dilution facilitates slow injection, and shows at a glance how much has been given; constantly using the same dilution assists in correlating the dose and the time factor.
Nerve block.-The sensorv innervation of the nose and sinuses is derived from the first and second divisions of the 5th cranial nerve. The ophthalmic nerve is not accessible at the base of the skull, but branches within the orbit are easily reached. The nasociliary nerve enters the orbit through the sphenoidal fissure, crosses the optic nerve obliquely between the superior and internal recti reaching the anterior ethmoidal foramen where it becomes the anterior ethmoidal nerve and can easily be reached at this site by the medial orbital route.
The maxillary nerve is accessible in the pterygo-palatine fossa; injections at this site are bound to include the spheno-palatine ganglion and efferent branches in the resulting zone of analgesia. Five approaches have been described, three extra-and two intra-oral. (1) Through the incisura of the mandible just below the mid-point of the zygoma. (2) Through the angle formed bv the anterior border of the coronoid process with the inferior margin of the zygoma. Both routes have been termed zygomatic. (3) Orbital route: Through the infero-lateral margin of the orbit following the floor and passing through the inferior orbital fissure. (4) Oral: (i) Through the mutcous reflection above the first upper molar.
(ii) With a needle or mount angled to 145 degrees introduced behind the last upper molar in a vertical direction at right angles to the upper occlusal plane.
I chose the first route for several reasons. Approacch through the skin seemed to hold less risk of carrying infection to an area containing structures such as the pterygoid plexus of veins. The deep and superficial landmarks are easily identified and the angles of approach easier to estimate. Haematoma of the cheek is said to be a common complication of the second route. Deep orbital injections involve the risk of injuring or anasthetizing the optic nerve. The term mandibular is preferable to zygomatic for the route chosen, since confusion with the second route is avoided and the mandibular ne-rve can be blocked from the same point of entry.
Technique Block I.-With the patient supine, head sideways, affected side up, the depression, bounded by the inferior border of the zygoma and the incisura of the mandible, is palpated; identification is assisted by the patient opening and closing his mouth. Using a fine needle, a wheal is raised inferior to the mid-point of the zygoma, which corresponds with the centre of the depression. Through the centre of this wheal a 10 cm. needle, fitted with a rubber marker, is introduced transversely at right angles to the sagittal plane of the skull.
Bony contact at a depth of 4 to 5 cm. which should not be exceeded, indicates that the point is in contact wvith the lateral pterygoid plate. The marker is now set at a distance of /2 to 1 cm. from the skin surface.
In order to change direction the needle is withdrawn until the point is free in the subcutaneous tissuies, and is then reinserted at the angle of 20 degrees forwards and slightly upwards, so that the point is directed towards the pterygo-palatine fossa.
If no contact with bone is made when the nmarker again reaches the skin surface, connect the syringe to the needle and inject a few drops of the solution in order to see that the needle has not become blocked; aspirate to ensure that the point is not in a blood-vessel. If the aspiration test is negative 2 c.c. of the solution is slowly injected. If on reinsertion bony contact is made before the marker reaches the skin surface it means that the angle was too small to enable the needle to clear the pterygoid plate, withdraw and reinsert at a greater forward angle. Parasthesias referred to the palate or upper molar region are common.
The absence of paraesthesias is not necessarily an indication of failure. The head is now straightened for the performance of Block II Aledial Orbital: A 5 cm. needle is introduced below the eyebrow 1 cm. vertically above the inner canthus, keeping the bevel in close contact with the wall of the orbit at its superior and medial angle until a depth of 2-5 to 3 cm. is reached. The point should now be in the region of the anterior ethmoid foramen. The syringe is connected and if the aspiration test is negative 1 to 1 5 c.c. of the solution is slowly injected. The loose areolar tissue permits of rapid diffusion. If this technique is carefully carried out there is no danger to the contents of the orbit.
Analgesia appears in from three to fifteen minutes; testing by pin-pricks is unreliable in the pre-medicated patient. If the preliminary suture of the eyelids can be performed painlessly it may be assumed that both blocks have succeeded.
DRUGS AND TECHNIQUE
Druigs. The action of procaine, also known as novocain, neocaine, ethocaine, mav not be sufficiently sustained for the duration of this operation.
SEPT.-LARYNG. 2
Anethaine, known variously as decicain, pontocaine, pantocaine, butethanol, amethocain, acts for much longer. It can be used alone or combined with procaine, which is said to enhance the advantages of both drugs. It is supplied in this country by Glaxo Ltd. under the name "anethaine".
Distrusting the traditional rubber-capped bottle of uncertain sterility, potency or pH, I prefer to make up my own solutions freshly as required. Recently, however, Messrs. Glaxo make for me 2 c.c. ampoules each containing: Procaine 40 mg., anethaine 2 mg. with adrenaline I in 400,000. These are etched to avoid infection arising from glue used for labels. This solution gives analgesia of rapid onset and sustained effect.
Pressure should always be exerted in the long axis of the needle to avoid bending or breaking. Marked paracthesias before the injection is made suggest penetraticn of the nerve, intraneural injections may be followed by severe and persistent neuralgic pain. Paraesthesias coming on whilst the injection is being made indicate an accurate paraneural injection and the early onset of complete analgesia.
Repeated attempts are not justified since the injection of large amounts of fluids will, in either block, produce exophthalmos and anmsthesia of the entire contents of the orbit. For this reason I prefer to rely on the accurate placing of a small quantitv of a strong solution rather than on the diffusion of a larger amotunt of a weak solution forced into the surrounding area.
There never has been complete failure to obtain analgesia, a very small number of patients have complained of pain during the operation and in these cases it was onlv for a short while, and limited to manipulations in a small area, and possibly duie to traction on structures outside the zone of analgesia or an overlap of nerve suppl1 from the opposite side.
Nearly all our patients have had bilateral operations and did not in the least mind facing the second one; one only, a highly-strung girl of 16, asked for a general anaesthetic for the second operation.
Complications have been few and minor, two patients comnlained of neulralgic pain lasting three to four days, and a few of parasthesias and numbness.
Surgeon Commander EL R. G. Passe said that Mr. Norman Patterson had evolved a transorbital approach to the ethmoid labyrinth and the sphenoidal and maxillary sinuses. Since 1939 he, Surg. Cdr. Passe, had made use of this 'approach in this country and abroad, on 145 occasions, for the following conditions: chronic non-specific infections of the ethmoidal, sphenoidal, and maxillary sinuses; in conjunction with operations on the frontal sinus, for chronic infections of that sinus; drainage of an extradural abscess; drainage of an orbital abscess; in a case of retrobulbar sinusitis due to a large infected posterior ethmoidal cell; in malignant disease of the ethmoidal mass, and as one of the steps in excision of the upper jaw.
In order to obtain a less superimposed radiograph of the ethmoidal labyrinth, he had constructed from dental X-ray films, a film the shape of the old-fashioned septal splint, which under light cocaine anasthesia could be inserted alongside the septum as high as the roof of the nasal cavity. Lateral 'pictures 'of each ethmoidal labyrinth were then obtained separately by directing the rays through the maxillary sinus.
For ansesthesia he preferred heavy premedication with nembutal and mor-phia, followed by simple packing of the nasal cavity with 5% cocaine and 1/1000 adrenaline. For the skin incision he infiltrated with novocain. This appeared also to give as dry a field as it was possible to obtain, and though in several cases a preliminary ligature of the internal maxillary artery as it left the parotid gland was performed, he had now abandoned this method as it had no very appreciable effect on the bleeding. Illumination in the depth of the field was sometimes a difficulty, and he had found that a small light on a malleable flex was of considerable help. Both sides of the nose could be operated on at the one operation.
Although it was known that many cases of intractable neuralgias of the first and second divisions of the 5th cranial nerve were due to infections of one or more groups of ethmoidal cells, rhinoscopy did not always reveal the disease. In these cases, it seemed to him, ethmoidotomy was as justifiable a procedure as any other exploratory operation.
The theory of Mr. Norman Patterson's operation in cases !of chronic infection and polypoid degeneration was sound in that the infected and polyp-bearing area was removed so far as the ethmoid was concerned. The results which were uniformly good bore this out. Mr. Norman Patterson had given a great stimulus to nasal and accessory nasal sinus surgery with his new, safe, and direct approach to this area. E. 0. Harris said he had been invited to say a few words as he had assisted Mr. Patterson with this operation in 15 cases, and had operated on 10 others, making 25 in all.
This operation should be restricted to cases with recurrent nasal polypi: recently, a patient said to him "I have had twenty operations on my polypi, now I wanit a proper radical". She had been sitting next to a patient who had had a "proper radical". Wh'en a regional was unobtainable. he found a general anaestheti'c satisfactory.
The incision used fulfilled three desiderata: First, the lacrimal duct, literally surrounded by polypi, was in the middle of the incision. Secondly, as that anchor of the eye, the medial palpebral ligament, was left intact, no diplopia had ever resulted even temporarily. Thirdly, it gave an excellent entry to the maxillary antrum, which, in all 25 cases, was abounding in polypi, so that any radical operation must include the removal of the antral contents.
To avoid danger to the optic nerve. the level of the front wall of the sphenoidal sinus was the limit of the removal of the lamina papyracea.
The results of this operation were excellent: in these 25 cases no deaths resulted, nor were there any complications, which might be surprising in view of the enormous amount of bone removed.
V. E. Negus said that it would be a pity if this operation were accepted-as it probably would be on Mr. Patterson's recommendation-and were used broadcast. In Mr. Patterson's hands it might be very successful, but it was not an operation for all. HIe, Mr. Negus, had spent a lot of his time during the last few years in undoing some of the damage done to sinuses, and particularly the frontal sinus, and he thought there had been in the present discussion a tendency to ignore and forget the frontal sinus. Itt came back on one later.
In cases of polyposis with no infection this operation might give good results, but it seemed a very inconvenient route of approach. Most otf them thought that they could eventually by an extended intranasal operation clear the patient's nose satisfactorily, and that the necessity for external operations for simple polyposis rarely arose.
This operation was going to be used for infection. If one operated on the ethmoidal cells where there was a sinusitis of long-standing and forgot the frontal sinus the patient was in for trouble. He thought it was fatal to clear the ethmoidal cells without making certain as to the provision of free drainage through a new fronto-nasal duct, which was probably either blocked at the time or would shortly become blocked.
What was the reason for this approach? It seemed to icentre very much on facial disfigurement. If one made a correct scar in the more usual tyne of frontal sinus operation, starting just below the inner margin of the eyebrow, and curving round the inner margin of the orbit as far as possible from the canthus, no disfigurement follcwed. If there were disfigurement something had been done wrongly, either the incision had been made through the eyebrow or too close to the canthus.
They had heard just now that the naso-lacrimal duct was surrounded by polypi. He thought that was incorrect. The ethmoidal polypi were inside the orbital plate of the ethmoid. If one lifted up the orbital neriosteum cleanly, the polypi would all be on the inner side. If the orbital plate oif the ethmoid were removed it was possible to remove the cells much more cleanly than by the lower approach, and open the sphenoidal sinus and drain it with safety.
He hoped that if this operation was going to be used it would be in an extremely limited number of cases of polyposis without infection.
Mr. Walter Howarth: I went to see Mr. Patterson perform this operation at Aylesbury and watched it with great interest. I have tried it myself several times and I have come to the conclusion that it is a highly dangerous operation except in hands as skilled as those of Mr. Patterson. The operation seemed to me to be directed towards the cribriform plate which is the danger area of the nose, instead of towards the fronto-nasal duct. Moreover it entirely failed to expose the fronto-ethmoidal cells and so drain the frontal sinus. I regard this as a very great defect of the operation, as even if the ethmoid is thoroughly cleared out it is essential to deal with the fronto-nasal duct and so drain a possible frontal sinusitis.
G. Ewart Martin said that Mr. Patterson's operation did not appeal to him for the usual type of ethmoidal infection with polypi as mentioned by Mr. Negus. The operator seemed to be working in the danger area 'of the nose and although Mr. Patterson demonstrated that the ethmoid could be cleared through this route it would appear that in doing so the fronto-nasal duct was being completely blocked. The secret of success in all nasal operations was the obtaining of perfect drainage.
Norman Patterson said that his feeling was that if one looked after the ethmoid, the frontal sinus in a large majority of cases would take care of itself. The reason for nersisting suppuration in a frontal sinus was very often due to the fact that drainage was interfered with on account of the presence of ethmoiditis, generally of the polypoid variety.
He agreed that it was a difficult operation to perform; it required a good deal of dexterity, and an intimate knowledge of the anatomy of the region.
It is the lacrimal sac which lies in the orbit, not the duct. He thought the duct was the key to the situation. In a good many lof his cases chronic infection was present and practically all were associated with extensive polypi. There had been no evidence of blockage of the frontal-nasal duct as suggested by Mr. Ewart Martin. Results proved the operation to be practically free from danger. Free access to the antrum as.
well as the ethmoid and sphenoid was one of the great advantages of the operation.
[Julne 2, 1945] Primary War Injuries Involving the Nose and Sinuses By Colonel NORTON CANFIELD, NI.C., A.U.S. DURING the feverish activity of the past two years, the members of our specialty have been occupied chiefly with the application of well-known and recognized principles of therapy. A few have had the opportunity for investigation of new ideas and advancing lines of thought. Some of this work has been reported but much of it is still to be presented. Masses of statistical data are available on the usual conditions of otitis media, sinusitis, pharyngitis. Final reports on blast ears and the resulting damage to hearing are in the process of being assembled.
In addition to these there is a significant group of cases which will continue to come under the observation of the otolaryngologists as time passes. The acute injury presents a picture to the forward surgeon which from now on we will see but rarely in this theatre of war. Fortunately the repair processes start at once and when the danger of infection has passed, healing around the head is rapid and progresses in an excellent manner.
